


	

	Patient’s Full Name: _________________________________________
Patient’s Date of Birth __________ Sex _______




	

	Primary Parent/Guardian

Name: ________________________________________________________________   Date of Birth: _________________________________ 
Social Security #: _____________________________________________   
Address:________________________________________________________________  City: ____________________ Zip Code: _______________                                            
Home #: ___________________________________Cell #: _________________________________________ 
Employer: ____________________________________________________ Work Phone #: ___________________________________________ 
Occupation: __________________________________________________
Relationship to Patient: □ Biologic Mother   □ Biologic Father   □ Adoptive Mother   □ Adoptive Father   
□ Step Mother   □ Step Father   □ Grandparent   □ Sibling   □ Legal Guardian   □ Caregiver   
□ Other (Specify) ______________________________
Does the child reside with this parent/guardian?  Yes  / No

	Other Parent/Guardian

Name: ________________________________________________________________   Date of Birth: _________________________________ 
Social Security #: _____________________________________________   
Address:________________________________________________________________  City: ____________________ Zip Code: _______________                                            
Home #: ___________________________________Cell #: _________________________________________ 
Employer: ____________________________________________________ Work Phone #: ___________________________________________ 
Occupation: __________________________________________________
Relationship to Patient: □ Biologic Mother   □ Biologic Father   □ Adoptive Mother   □ Adoptive Father   
□ Step Mother   □ Step Father   □ Grandparent   □ Sibling   □ Legal Guardian   □ Caregiver   
□ Other (Specify) ______________________________
Does the child reside with this parent/guardian?  Yes  / No



	Primary Insurance Company
Company Name: ____________________________________________
Policy Holder Name: _______________________________________
Date of Birth: _______________________________________________
Policy Number: _____________________________________________
Group Number: ____________________________________________
	Secondary Insurance Company
Company Name: ____________________________________________
Policy Holder Name: _______________________________________
Date of Birth: _______________________________________________
Policy Number: _____________________________________________
Group Number: ____________________________________________



What is the best number to reach you? ________________________________   
Alternate contact and Phone # _________________________________________ 
How did you hear about us? _________________________________________________________________________ 

Do we have permission to treat your child in your absence? Yes / No 

Please help update our records by completing this form.  Your cooperation is greatly appreciated.

Child(ren) Name(s) and date of birth:
	__________________________________________________________
	_________________________________________________________

	DOB
	DOB

	__________________________________________________________
	_________________________________________________________

	DOB
	DOB

	__________________________________________________________
	_________________________________________________________

	DOB
	DOB


Parent’s/Guardian’s Name: ______________________________________________________________
Phone Number: _______________________________________________________________________
Can we leave a confidential phone message when calling the above number?	YES	NO
Email Address: ________________________________________________________________________
(     ) Yes, sign me up so I can have convenient 24 hour access to my child(ren)’s personal health information.
(     ) No, I do not wish to have convenient 24 hour access to my child(ren)’s personal health information.
[bookmark: _gjdgxs]Please list the name of any person(s) we can discuss your child(ren)’s account and health information with:
Name: _________________________________________	Relationship: _____________________

Name: _________________________________________	Relationship: _____________________


Name: _________________________________________	Relationship: _____________________


Name: _________________________________________	Relationship: _____________________

At Pediatrics, P.C., we communicate with our patients via phone, text messages, and e-mail.  By signing this document, I understand and agree to the above referenced forms of communication.
Signature: ___________________________________________	Date: ____________________
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